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K0000 | A Life Safety Code Recertification and K0000 Preparation and execution of this
State Licensure Survey was conducted by plan gf correction does not
he Indi ¢ Ithi constitute an admission to or an
the Indiana St.ate Department of Health in agreement by the provider with
accordance with 42 CFR 483.70(a). the truth of the facts alleged or
the conclusions set forth in the
Survey Date: 03/21/11 Statement of Def|C|e.nc|.es
rendered by the reviewing
» agency. The plan of correction is
Facility Number: 000385 prepared and executed soley
Provider Number: 15E667 because it is required by the
AIM Number: 100291340 provisions of federal and state
’ law. Lynhurst Healthcare
) maintains that the alleged
Surveyor: Mark Caraher, Life Safety deficiencies do not individually or
Code Specialist collectively jeopordize the health
and/or safety of its residnets nor
.. are they of such character as to
At this Life Safety Code 51.1rvey, Ly.nhurst limit the provider's capacity to
Healthcare was found not in compliance render adequate resident care.
with Requirements for Participation in Furthemore, Lynhurst Healthcare
Medicaid, 42 CFR Subpart 483.70(a), asze[ts :hal't itis e;,”d was 't'; "
. . .\ substantial compliance with the
Life Safety from F ire and tl.le 2000 edition regulations governing the
Of the Natlonal Fire Protection Operation of |ong term care
Association (NFPA) 101, Life Safety facilities; that this Plan of
Code (LSC), Chapter 19, Existing Health CO"TF:“:’” 'tf;f'ts e”t'rgty;
) constitutes this provider's
Care Occupancies and 410 TIAC 16.2. allegation of
compliance.Completion dates are
This facility constructed in two sections is provided for procedural
fully sprinklered. The oldest section, a processing purposes to comply
. . . with federal and state regulations
former two story private residence with a .
) and to correlate with the most
basement and the newer section, a one recent contemplated or
story addition were both determined to be accomplished corrective action.
of Type V (000) construction. The facility These do not necessarily
has a fire alarm tem with smok chronologically correspond to the
S . R . With smoke date that Lynhurst Healthcare is
detection in the corridors and all areas under the opinion that it was in
open to the corridor. The facility has a participation or that corrective
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (¥) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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capacity of 50 and had a census of 36 at action was necessary.
the time of this visit.
Quality Review by Robert Booher, REHS, Life
Safety Code Specialist-Medical Surveyor on
03/22/11.
The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by the
following:
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K0143 Based on observation and interview, the K0143 The "C41" sationary oxygen unit 03/22/2011
SS=E facility failed to ensure 1 of 1 areas used was being used by a resident in
h . lieu of a high flow concentrator;
for the transferring of o>.(ygen was . as the high flow concentrator was
separated from any portion of a facility not available.The resident using
wherein residents are housed, examined, this particular means of oxygen
or treated by a fire barrier of 1 hour fire dellvgry had returned frgm the
L. . his defici hospital several days prior and
resmt.lve construction. T 1§ eficient this resident "bottomed out"
practice could affect all residents, staff requiring immediately, eight litres
and visitors in the vicinity of resident of oxygen. RCS was already in
Room 17 the process of ordering new high
flow oxygen concentrators for our
o ) facility. When the survey team
Findings include: member entered our facility, this
same resident had returned to the
Based on observation with the hospital that morning and had
Mai Di duri fih been out of the room for
a}l?tenance irector during a tour of the approximately two hours. At no
facility from 10:30 a.m. to 11:50 a.m. on time was this unit utilized for the
03/21/11, Room 17 had one stationary transferring of oxygen.
liquid oxygen storage canister in a (Transferring Liquid Oxygen From
ident h ted d d One Container To Another: NFPA
re?1 cnt room wi ) ‘rfl nonrated door an 99, Sec. 8-6.2.5.2 addresses the
with a nonrated ceiling and walls. The transferring liquid oxygen from
stationary liquid oxygen storage canister one container to another)After
was audibly venting oxygen. Based on several phone calls and
intervi ith the LPN Dav N t th conversations with RCS,the
IP erview wi -e ay INurse at the facility's oxygen provider; prior to
time Of Observatlon, the LPN Day Nurse p|acing this oxygen tank inside
stated the resident had a clinical need to the facility, the facility was
utilize the stationary liquid oxygen assurred that this stationary liquid
. . . oxygen unit was safe to be used
storage canister in the resident room but Y o
] ) inside the building.(see attached
now has been discharged to a hospital. documents).The following is a
The Maintenance Supervisor paragraph regarding liquid
acknowledged the liquid oxygen canister oxygen containers:"At the heart of
.. . . this patented system is the O2
used for Room 17 is in a resident sleeping .
] . tank which allows you to store
room with a nonrated door, ceiling and 160 gallons of pure liquid oxgen
walls. right on your premises. It
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3.1-19(b)

guarantees you’ll have oxygen
available at all times, so you’llno
longer be faced with delays in
admissions—even for high acuity
patients."This oxygen container
was removed from inside the
facility immediately once the
survey team member identified it
as a problem.RCS has been
contacted and although they
maintain that the use of this type
of oxygen container in side the
facility was non-hazardous, this
type of oxygen delivery system
will no longer be utilized in our
facility. The facility will be
provided with a high flow oxygen
concentrator for future use.
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